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Unintended pregnancies are expensive for patients and for society in terms
of medical costs, the cost of caring for more children, and the cost to
personal and professional goals. Sterilization is the most common contracep-
tive method utilized by couples in the United States. Given technological
advances over the past few decades, male and female surgical sterilization
has become a safe, convenient, easy, and highly effective birth control method
for the long term. This article reviews current male and female sterilization
options.
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Of the 6.4 million pregnancies that occurred in the United States in 2001,
49% were unintended. Of these 3.1 million unintended pregnancies, 52%
(1.6 million) occurred in women who were not using contraception during

the month of conception, whereas the remaining 48% were contraceptive failures.1

Although unintended does not always mean unwanted, these pregnancies should
nonetheless be considered family-planning defeats. Apart from the emotional bur-
den, unintended pregnancies are expensive for patients and for society in terms of
medical cost, the cost of caring for more children, and the cost to personal and
professional goals. 

The American woman has approximately 35 years of her life to either use
contraception or run the risk of becoming pregnant, whereas men must be
concerned about contraception for almost their entire lives. When deciding on a
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contraceptive method, users must
consider its side effects (both per-
ceived and actual), regimen, and ac-
cessibility. There is a high discontinu-
ation rate for temporary birth control
methods with 32% of oral contracep-
tive users, 32% of combined patch
and ring users, up to 70% of Depo-
Provera® (Pfizer Inc., New York, NY)
injection users, 10% to 13% of prog-
esterone implant users, and about
20% of intrauterine device users dis-
continuing their birth control method
within the first year.2,3 Given techno-
logical advances over the past few
decades, male and female surgical
sterilization has become a safe, conve-
nient, easy, and highly effective birth
control method for the long term.

Background
Female or male sterilization is the
most common contraceptive method
utilized by couples in the United
States, with 36% of fertile women
using contraception employing this
method. According to the National
Survey of Family Growth (2002), 10.3
million women (27%) rely on female
sterilization for birth control, whereas
3.5 million women (9.2%) rely on
vasectomy in their partners for con-
traception. The next most commonly
utilized birth control method among
American women is oral contraceptive
pills, used by 11.7 million or 30.6% of
women using contraception.4

About 700,000 female sterilizations
are performed annually, half of which
are performed within 48 hours post-
partum.5 Sterilization is performed
following 10% of all births. Approxi-
mately 345,000 female sterilizations
are interval procedures that do not
occur immediately following preg-
nancy.6 Approximately 500,000 va-
sectomies are performed annually for
a rate of 9.9 procedures per 1000
men aged 25 to 49.4 Overall, the ster-
ilization rates for men and women
have remained constant over the past

40 years, although the surgical
methods employed have changed
with advances in technology and
anesthesia.

Methods
Female Laparoscopic Sterilization
For women who undergo interval
sterilization, intra-abdominal access
is most frequently obtained through
the use of laparoscopy. Given the
need for pneumoperitoneum and its
associated discomfort, this procedure
is usually performed using general
anesthesia in an outpatient setting.
Almost all patients are candidates for
this procedure, except for women
with profound medical problems that
preclude the use of general anesthesia,

even for a short duration. Typically,
an umbilical port is used for primary
abdominal access with 1 or 2 ancil-
lary ports in the midline or lower
quadrants.

Once abdominal access is achieved,
both fallopian tubes are identified and
occluded under direct visualization.
Methods of tubal occlusion include
electrosurgical methods using unipo-
lar or bipolar electrocoagulation or
mechanical methods such as the
Hulka-Clemens spring clip, the Filshie
hinged clip, or the Falope or Yoon
silastic ring/band (Figure 1). Patients
usually have a 48- to 72-hour recovery
period with mild abdominal pain due
to the incision sites and any residual
pneumoperitoneum. Contraception is
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Figure 1. Tubal ligation techniques. Reprinted with permission from Hatcher RA et al.3
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considered immediate following oc-
clusion of the fallopian tubes.

Postpartum and Interval 
Minilaparotomy
Minilaparotomy involves making a 1-
to 5-cm incision in the abdomen, lo-
cating the fallopian tubes, and bring-
ing them to the incision site in order
to cut or block. In the United States,
this is most commonly performed im-
mediately after vaginal birth using an
infraumbilical incision and regional
anesthesia. However, this approach
can also be employed in an interval
tubal ligation with an incision lower
in the abdomen. Because the minila-
parotomy incision allows the fallop-
ian tubes to be easily visualized and
manipulated by the surgeon, there are
multiple ligation methods, some of
which become quite involved (Fig-
ure 1). The choice of occlusion
method depends upon the provider’s
training, the patient’s medical history
and anatomy, and the availability of
supplies. 

Cesarean Delivery
Using the same variety of ligation
methods as minilaparotomy, tubal lig-
ation can be accomplished at the time
of cesarean delivery, adding little
additional risk to the operation. How-
ever, a cesarean delivery should not
be performed for the sole indication
of desired postpartum sterilization.
The Parkland method of occlusion is
the most frequent method of tubal
occlusion at the time of cesarean de-
livery due to ease of surgical technique
and excellent success rates.7

Postabortion Tubal Ligation
Tubal sterilization can be performed
in the immediate postabortion setting
using either minilaparotomy, with the
incision higher than in interval tubal
ligation based on gestational age, or
using laparoscopy. The fallopian
tubes will generally be less engorged

than in a term pregnancy, but extra
care must be taken with hemostasis
in the immediate postpartum state.
Transcervical sterilization should be
delayed at least 6 weeks following 
a dilation and curettage (D & C) in
order to maximize bilateral tubal
ostea visualization and microinsert
placement.8

Transcervical Sterilization
There has been intermittent interest in
transcervical sterilization since the first
attempted hysteroscopic electrocoagu-
lation of the fallopian tubes by
Schroeder in 1927.9 However, the first
transcervical device, Essure® (Concep-
tus, Inc., Mountain View, CA), was only
approved by the European Union in
2001 and by the US Food and Drug Ad-
ministration (FDA) in 2002. With this
nonincisional method of sterilization, a
metal microinsert is placed under hys-
teroscopic guidance into the interstitial

portion of each fallopian tube (Fig-
ure 2). The insert comes loaded in a
single-use delivery system and consists
of an inner coil of stainless steel and
polyethylene terephthalate (PET) and
an outer coil of nickel-titanium (niti-
nol). The device is placed in the proxi-
mal fallopian tube in the wound down
state and then deployed to an ex-
panded state that anchors the insert in
the tube10 (Figure 2). After placement,
the PET fibers stimulate ingrowth
around the device over the course of
several weeks, resulting in tubal occlu-
sion.11 Tubal occlusion is confirmed 12
weeks following microinsert placement
by hysterosalpingogram (HSG; Fig-
ure 3). Backup birth control must be
used until bilateral tubal occlusion is
confirmed by HSG. According to clini-
cal trials, by 3 months 96% of women
had both tubes occluded and by
6 months 100% of women had both
tubes occluded on HSG evaluation.12

At 3 months, an Essure confirmation
test is performed using a special dye

that can be seen on radiograph. 

After approximately 12 weeks, tissue
grows into the Essure microinserts 

to form a permanent, natural barrier.

The Essure microinsert is inserted into
the vagina and placed into the fallopian 

tube using a small catheter.
The Essure microinserts expand to 

fit the tube, which anchors them in place.

Figure 2. The Essure (Conceptus, Inc., Mountain View, CA) procedure for permanent birth control. Copyright 2006
Conceptus Incorporated. All rights reserved.
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Given that transcervical steriliza-
tion can be comfortably performed in
an office setting under minimal or no
anesthesia,13 and, depending on the
skill of the physician, can often be
performed in under 15 minutes, almost
all patients are candidates for this
procedure. Presurgical counseling
should ensure that a patient is not
allergic to nickel. Patients who poten-
tially have a general metal allergy
should undergo allergy testing to rule
out a nickel allergy prior to the pro-
cedure. Patients should also be asked
about an allergy to contrast dye
because an HSG is required postpro-
cedurally by the FDA protocol. How-
ever, studies and surgical experience
in Europe indicate that an ultrasound
12 weeks postprocedure is equally
effective at confirming sterility.14

Therefore, women in the United States
who have a contrast allergy can still
undergo transcervical sterilization, but
their counseling must inform them
that their postprocedural evaluation of
the fallopian tubes will have to deviate
from the FDA-approved protocol.

Vaginal Approach
Access and ligation of the fallopian
tubes can be done through a colpo-
tomy in the posterior vaginal fornix.
This approach has fallen out of favor
with the development and improve-
ment of laparoscopy and hys-
teroscopy. International studies have
demonstrated that tubal ligation

through colpotomy may be less safe
and less effective than other tech-
niques.15 Therefore, this approach
should be saved for only exceptional
cases.

Chemical Exposure
Quinacrine sulfate is a cytotoxic
agent known to induce occlusive scle-
rosis of the intramural portion of the
fallopian tubes. In the developing
world, where surgical sterilization is

difficult to provide safely, the use of
intrauterine quinacrine sulfate as a
method of female sterilization has
been described with varying suc-
cess.16 To date, this method has not
received either FDA or European
Union approval. More safety and effi-
cacy studies are needed. 

Vasectomy
The vasectomy procedure involves
identification, localization, and occlu-
sion of the bilateral vas deferens in
order to prevent sperm from entering
the ejaculate. It is almost exclusively
performed with local lidocaine anes-
thesia. The vas deferens can be local-
ized through 1 midline or 2 small
scrotal incisions. These incisions can

be made with a scalpel. More com-
monly, a no-scalpel technique is uti-
lized that reaches the vas deferens
through a scrotal puncture site. This
approach is used more frequently
worldwide due to fewer infectious and
hematoma complications, less pain
during the procedure, and earlier re-
sumption of sexual activity following
the procedure.17 Occlusion of the vas
deferens is performed with ligation,
excision, clips, clamps, sutures,
cautery, or a combination of these
techniques. The addition of fascial in-
terposition increases effectiveness.18

Discomfort in the scrotum usually
lasts for 2 to 3 days and is alleviated
with a nonsteroidal anti-inflammatory
drug. Men are encouraged not to ejac-
ulate for 2 days. Importantly, sterility
is not immediate following vasectomy.
Therefore, the patient should return
for semen analysis 3 months after the
procedure to ensure absence of sperm.
The couple should use a backup birth

control method in the interval be-
tween vasectomy and semen analysis
proven sterility. Azoospermia results
in 60% to 80% of men after 12 weeks
or after 20 ejaculations, with variabil-
ity in results depending on the age of
the man and the type of occlusion
used.19

Efficacy
Tubal Ligation
The efficacy of tubal ligation has been
most extensively studied in the US
Collaborative Review of Sterilization
(CREST) study. This study followed
10,685 sterilized women for up to 14
years following their tubal ligation.
The findings demonstrated that tubal
ligation is highly effective, though

Given that transcervical sterilization can be comfortably performed in an of-
fice setting under no or minimal anesthesia, and, depending on the skill of
the physician, can often be performed in under 15 minutes, almost all pa-
tients are candidates for this procedure.

Figure 3. Tubal occlusion is confirmed 12
weeks following Essure (Conceptus, Inc.,
Mountain View, CA) microinsert placement by
hysterosalpingogram. Copyright Conceptus
Incorporated. All rights reserved.
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effectiveness varies by the ligation
method employed and by the patient’s
age, race, and ethnicity.7 The cumula-
tive 10-year probability of pregnancy
following tubal ligation was 18.5 per
1000 procedures (95% confidence in-
terval [CI], 15.1-21.8). Postprocedural
pregnancy rates were highest follow-
ing laparoscopic Hulka-Clemens clip
sterilization (36.5 pregnancies per
1000 procedures) and lowest follow-
ing unipolar coagulation and postpar-
tum partial salpingectomy (each 7.5
pregnancies per 1000 procedures;
Figure 4). Sterilization failure oc-
curred more commonly in women
who underwent the procedure at a
younger age due to increased fertility
in these women.7

Transcervical Tubal Occlusion
Essure is the only transcervical occlu-
sion device currently available in the
United States. “As of October 15,
2004, 643 women with bilateral
placement contributed to effective-

ness time, 194 in the phase II study
and 449 in the Pivotal Trial.  In total,
the 643 trial participants contributed
28,290 months of follow-up time with
no (0) pregnancies reported."20 In a
more recent case report, 2 pregnan-
cies were reported in roughly 130,000
patients with microinsert hystero-
scopic sterilization and bilateral oc-
clusion confirmed by HSG (although
both cases were the result of perfora-
tion/misplacement rather than device
failure).21 If these data could be ap-
plied to the CREST data, transcervical
tubal occlusion with a confirmatory
HSG would represent the most effec-
tive of all female or male sterilization
techniques.

Vasectomy
According to CREST data, the cumu-
lative probability of pregnancy per
1000 vasectomies was 7.4 (95% CI,
0.2-14.6) during the first year follow-
ing the procedure and 11.3 (95% CI,
2.3-20.3) after 5 years.22 Studying the

effectiveness of vasectomy by moni-
toring pregnancy rates is complicated
by the fact that some of the reported
pregnancies may not be attributable
to the patients who underwent vasec-
tomy. However, even with this added
inaccuracy, vasectomy is highly
effective. 

Health Benefits
Tubal sterilization has demonstrated
protection against the development of
ovarian cancer in several well-
designed studies.23,24 The Nurses’
Health Study reports a 67% risk re-
duction of epithelial ovarian cancer in
sterilized compared with nonsterilized
women.25 Women with the BRCA1
mutation are also found to have a
60% risk reduction of ovarian cancer
following sterilization.26

A second noncontraceptive health
benefit of female sterilization is the
observed reduced risk of pelvic in-
flammatory disease following tubal
ligation.27,28 Women and their part-
ners need to be counseled that steril-
ization does not protect against the
acquisition of sexually transmitted
diseases, and that barrier methods are
still necessary. However, tubal liga-
tion appears to protect against the
pelvic ascent of those infections.

Disadvantages
Short-Term Complications
Although serious surgical complica-
tions are rare, due to the invasive na-
ture of tubal ligation, infection (1% of
total cases), minor or major bleeding
(0.6%-1%), and anesthesia-related
events (1%-2%) are reported.29 The
most recent estimates on the risk of
death from female sterilization suggest
rates of 1 to 2 deaths per 100,000 pro-
cedures. The anesthesia risk, although
low, can be reduced further through
increased used of local and regional
over general anesthesia. However,
because the surgical and anesthesia
risks of sterilization, particularly in
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Figure 4. Efficacy of tubal ligation in the 10 years following the procedure. However, effectiveness varies with the
ligation method employed. Data from Peterson HB et al.7
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women, are significantly lower than
the risk of pregnancy, almost all
women are candidates for these mini-
mally invasive procedures. Surgical
complications are minimized through
the use of prudent patient and tech-
nique selection. Women undergoing
laparoscopic sterilization who have
diabetes, obesity, previous abdominal
or pelvic surgery, or receive general
anesthesia are at greatest risk of sur-
gical complications.30

Transcervical sterilization has revo-
lutionized gynecological practices
through the implementation of office-
based sterilization under local anes-
thesia, thereby removing the risks of
both invasive laparoscopic incisions
and general anesthesia. Nonetheless,
good judgment must be practiced to
ensure patients have their procedure
performed in higher acuity settings
when significant concomitant comor-
bidities are present. Although no major
complications are associated with
transcervical sterilization, short-term
complications have been reported.
These include unsuccessful bilateral
placement of the microinserts (5% of
total patients),20 microinsert expul-
sion (2.2%), perforation (1.5%), pelvic
cramping on the day of the procedure
(29.6%), and back pain in the first
year of microinsert use (9%), accord-
ing to early studies.8

No major complications are associ-
ated with vasectomy. Minor compli-
cations include infection (1%-6%),
bleeding (1.6%-4.6%), granuloma for-
mation (1%-40%), and epididymitis
(0.4%-6%).29 In addition, an entity
called postvasectomy pain syndrome
has been described with as many as
15% of previously asymptomatic men
reporting scrotal pain 7 months after
vasectomy.31

Long-Term Complications
Patient regret following the procedure
is the most common long-term com-
plication of sterilization, with rates

reported anywhere from 0.9% to 26%
for female sterilization32 and less than
5% for male sterilization.33 According
to the CREST study, the cumulative
probability of expressing regret fol-
lowing tubal sterilization was 12.7%
(95% CI, 11.2-14.3).32 Several patient
characteristics have been determined
to be predictors of regret. Young age
at the time of sterilization is the
strongest predictor of future regret.
Women under the age of 30 at the
time of the procedure were twice as
likely as women older than 30 to re-
port regretting having the procedure
performed (Figure 5).32 Women who
are sterilized postpartum also report
higher rates of regret than those pa-
tients who received interval tubal lig-
ations.34,35 Divorce and/or remarriage
subsequent to sterilization, being poor
(eg, Medicaid patients), or being of
Hispanic origin also predicts higher
rates of regret32 following female ster-
ilization. Risk factors for regret fol-
lowing vasectomy include marital
instability, age younger than 31,
financial instability, and having no or

very young children at the time of
the procedure.36-38 Furthermore, CREST
data demonstrate that women regret-
ting their partners’ vasectomies (6.1%;
95% CI, 3.6-8.6) is similar to that of
women regretting their own tubal ster-
ilizations (7%; 95% CI, 5.8-8.1).38

Some studies report that tubal liga-
tion increases a woman’s subsequent
risk of needing a hysterectomy.39-41 In-
deed, the CREST study found a 5-year
cumulative probability of hysterectomy
of 8.4% (95% CI, 2.4-9.0) compared
with 1.8% of nonsterilized women.42

Other cohort studies have found no
overall increased risk of needing a hys-
terectomy following sterilization, but
rather conclude that women who
choose tubal sterilization for contra-
ception may more likely select a surgi-
cal solution for menstrual disorders.43

In general, female sterilization is
protective against ectopic pregnancy
because few pregnancies occur in
sterilized women. However, if preg-
nancy does occur, it is more likely to
be an ectopic pregnancy following
tubal sterilization. The CREST study
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Figure 5. According to the Collaborative Review of Sterilization (CREST) study, the cumulative probability of express-
ing regret following tubal sterilization was 12.7% (95% CI, 11.2-14.3). Several patient characteristics have been
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from Fertility and Sterility, Volume 74, Schmidt JE et al, “Requesting information about and obtaining reversal after
tubal sterilization: findings from the U.S. Collaborative Review of Sterilization," pp. 892-898, Copyright 2000, with
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demonstrated that the 10-year proba-
bility of ectopic pregnancy for all
tubal sterilization methods studied
was 7.3 ectopic pregnancies per 1000
procedures (95% CI, 5.0-9.6), or one
third of all post–tubal sterilization
pregnancies. Risk differed by occlu-
sion method employed and age of
patient at time of procedure, with
bipolar coagulation and age under
30 years associated with the highest
risk.44

Controversy exists regarding
whether female sterilization results in
menstrual changes, such as dysmen-
orrhea, menorrhagia, and metrorrha-
gia, coined post–tubal ligation syn-
drome. The best studies, including
CREST data, suggest that when con-
trolling for confounding variables, no
significant change in menstrual cycle
occurs following tubal sterilization.45

Women who have had transcervical
sterilization can undergo endometrial
ablation with thermal balloon abla-
tion according to a study that proves
feasibility and safety.46 There are no
data on the feasibility or safety of
using other ablation techniques,
including other thermal methods,
cryoablation, or laser ablation, fol-
lowing transcervical sterilization.
Techniques using microwave or radio
frequencies should be avoided once
the transcervical sterilization coils are
in place due to the risk of heat trans-
mission by the coils and subsequent
damage to the surrounding tissues.

Many couples are concerned regard-
ing the impact of sterilization on “sex-
ual interest" (libido). A CREST study
determined that 80% of the 4576
women studied reported no change in
sexual interest or sexual pleasure
following tubal sterilization. Of the
remaining women who noted a
change, the majority reported positive
sexual effects in interest and plea-
sure.47 Similarly, in a much smaller
trial, vasectomy was not associated
with adverse effects on male libido,

erectile function, or sexual satisfac-
tion, despite widespread myths.48

Despite extensive study, no other
long-term health complications have
been found with sterilization. Female
sterilization has been found not to re-
sult in increased incidence of breast
cancer,49 endometrial cancer,50 or de-
creased bone density.51 Multiple stud-
ies have demonstrated that vasectomy
has no effect on the risk of prostate
and testicular cancer52-54 or cardio-
vascular disease.55,56

Special Considerations
Ensuring Informed Consent
In order to ensure that a patient is
fully informed, he or she must be
made aware that temporary contra-
ceptives are also available, that steril-
ization is a surgical procedure that
carries surgical risks, that there are
some potential health benefits to ster-
ilization, and that, if successful, the
procedure will prevent the patient
from having any more children. The
patient, and the patient’s partner, if
involved in the consent process,
should consider the sterilization pro-

cedure as permanent and someth-
ing that cannot be reversed. They
should also understand that they can
change their minds anytime before
the procedure is performed. Further-
more, because several patient charac-
teristics have been identified that
increase the risk of future regret fol-
lowing sterilization, patients who are
young, postpartum, in the midst of
relationship or financial crisis, or have
low parity should undergo particularly
extensive counseling. 

Given the elective and permanent
nature of sterilization, there are sev-
eral special legal policies that should

be considered during the consent
process. In all states, there are special
consent forms for all women under-
going publicly funded sterilization. A
few states have special consents
for all women seeking sterilization.
Medicaid-funded sterilizations require
a 30-day waiting period between con-
sent and the procedure (except in the
special circumstances of premature
delivery or emergency abdominal
surgery in the setting of prior con-
sent) and that the patient be at least
21 years old and mentally compe-
tent.57 There are no such restrictions
for male sterilization. Arbitrary denial
of patient sterilization by health care
professionals has been ruled in US
courts to violate a man's or woman’s
basic rights. No official laws or policies
dictate the sterilization of patients
who are mentally challenged.

Reversal of Female and 
Male Sterilization
Even with comprehensive counseling
and sound patient resolve for perma-
nent contraception, changes in life
happen that result in many couples

considering reversal of the steriliza-
tion procedure. According to the
CREST study, within 14 years of
tubal sterilization 14.3% (95% CI,
12.4-16.3) of sterilized women re-
quest information regarding rever-
sal.58 Within 5 years of vasectomy
1.4% of men and 2.0% of their wives
request reversal.38 Patients seeking
sterilization reversal should be in-
formed that reversal requires major
surgery and its accompanying risks,
may not restore fertility, and is ex-
pensive and rarely covered by insur-
ance. Some patients may not be
candidates due to such factors as age

Given the elective and permanent nature of sterilization, there are several
special legal policies that should be considered during the consent process.
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or original sterilization technique.
Transcervical sterilization is not re-
versible and these patients require in
vitro fertilization (IVF) to become
pregnant. Although the literature is
scant, it appears that microinsert
presence in the bilateral tubes does
not diminish IVF success rates. In
fact, several infertility clinics are re-
porting the use of transcervical ster-
ilization in the setting of infertility
with hydrosalpinx as a possible
method to improve IVF success.59,60

Pregnancy rates following tubal lig-
ation reversal are variable with sub-
sequent live birth rates ranging from
25% to 87%.5 Vasectomy reversal
success is also highly variable be-
cause, as with female tubal reanasto-
mosis, pregnancy rates depend on
the procedure performed as well as
the length of time since the proce-
dure was performed and the age of
the female partner.29,61 This is further
complicated by the finding that 60%
of men develop antisperm antibod-
ies, which further decreases the like-
lihood of pregnancy. Therefore, preg-

nancy rates following vasectomy re-
versal are reported to range from 7%
to 89.7%.61

Cost
With over 60 million Americans peri-
odically without health insurance in a
given year62 and only 72% of
employer-based health plans covering
all contraceptive methods,63 cost is an
important factor for many couples
when choosing their contraceptive
method. Sterilization carries a high
upfront cost. However, given the
length of effectiveness of this method,
it can become very cost-effective
depending on the age at which it is
performed.64,65

The outpatient, in-office nature of
vasectomy and transcervical female
sterilization gives these methods very
favorable cost profiles over time as
compared with other methods. In a
cost analysis of all contraceptive op-
tions available in 1995, Trussell and
colleagues found vasectomy to be one
of the most cost-effective methods of
contraception at 5 years of use.64 In a

more recent study of female steriliza-
tion techniques, Levie and Chudnoff
demonstrated significant cost sav-
ings with transcervical female steril-
ization when compared with laparo-
scopic tubal ligation as long as the
transcervical procedure was per-
formed in the office setting, despite
the relatively high cost of the de-
vice.66 Unless performed at the time
of cesarean delivery, minilaparotomy
and laparoscopic tubal sterilization
are much more expensive than either
vasectomy or in-office transcervical
sterilization.

Conclusions
For men and women who no longer
desire fertility, sterilization is a safe
and highly effective option. Future
regret is an important consideration
that must be taken into account
before any permanent sterilization
procedure is performed, but with ap-
propriate patient selection and coun-
seling this problem is minimized.
Male and female sterilization are
performed both comfortably and cost

Main Points
• Methods of tubal occlusion include electrosurgical methods using unipolar or bipolar electrocoagulation or mechanical methods

such as the Hulka-Clemens spring clip, the Filshie hinged clip, or the Falope or Yoon silastic ring/band.

• Transcervical tubal occlusion is a nonincisional method of sterilization, in which a metal microinsert is placed under hysteroscopic
guidance into the interstitial portion of each fallopian tube.

• Tubal ligation is a highly effective method of sterilization, although effectiveness varies by the ligation method employed and by
patient age, race, and ethnicity.

• Tubal ligation has demonstrated protection against the development of ovarian cancer and a reduced risk of the development of
pelvic inflammatory disease.

• Transcervical sterilization is an office-based sterilization under local anesthesia, thereby removing the risks of both invasive
laparoscopic incisions and general anesthesia.

• Patient regret following sterilization is the most common long-term complication of sterilization with rates reported from 0.9%
to 26% for female sterilization and less than 5% for male sterilization.

• In order to ensure that a patient is fully informed, he or she must be made aware that temporary contraceptives are also avail-
able, that sterilization is a surgical procedure that carries surgical risks, that there are some potential health benefits to steriliza-
tion, and that, if successful, the procedure will prevent the patient from having any more children.

• The outpatient, in-office nature of vasectomy and transcervical sterilization gives these 2 methods favorable cost profiles over
time as compared with other contraceptive methods.
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effectively in the doctors’ offices
rather than operating rooms, making
sterilization a more convenient choice
for permanent birth control.
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